A mass in the parietal pleura ia paravertebral location with rib erosions dipgoosed as a neurogenic tumor is reported. The pathologic dingnosis was benign rnedhthal lymphoid hyperpbsia. Tbis i s the ninth reported case of a Castleman's tumor occurring in the posterior mediastinum.
S ince Castleman's' original description of benign lymphoid hyperplasia in 1954, 65 cases have been reported occurring in multiple locations. In addition to lymphoid follicle hyperplasia, some have shown capillary proliferation with endothelial hyperplasia and germinal center formation. Descriptive names have been used which include angiofollicular lymph node hyperplasiaZ and angiomatous lymphoid hamartoma.
These tumors have not been associated with any specific symptoms. It would seem that the variable clinical findings are not related to the local pathology. The disease has mainly been discovered on roentgenograms which were obtained as routine studies or for symptoms of respiratory disease such as frequent colds, cough or an acute chest problem.
The benign character of the disease is confirmed by the unchanging size of the lesions over many years and by no evidence of recurrence after local excision. Also, there are no reported cases of metastatic lesions. There is no sex predominance. The age range is mainly between 20 and 40 years, with a few below and above.
The reported cases indicate that the majority of these tumors are mediastinal or intrathoracic in position. However, they can occur in lymphoid tissue in other locations.
The pathology of these tumors is variable, but there is a rather consistent vascular proliferation associated with the lymphoid follicular hyperplasia.
Eight cases of Castleman's tumor have been reported in the posterior mediastinum.3-8 All these cases were treated surgically and there was no recurrence.
A 20-year-old white woman was seen by her private physician because she had developed fever, sweating, headache and productive cough. history was unremarkable. Radiographic studies including tomograms were camed out. (Fig 1 3 ) . The posterior mediaqtinal mass produced erosions at the inferior margins of the fourth and fifth ribs (Fig 3) . There was no vertebral erosion. The interpretation was that the tumor was neural in origin, probably arising from an intercostal nerve. This opinion was shared by all consultants.
At surgery, the tumor was adherent to the fourth and fifth ribs and transverse processes of the adjacent vertebrae. A block dissection of the tumor and the attached structures was accomplished without breaking into the tumor. The postoperative diagnosis was neurogenic tumor which was probably benign.
The pathology report was benign mediitinal lymphoid hyperplasia apparently occurring within the parietal pleura and attached by parietal pleura connective tissues to the overlying r i b and muscle mass. However, there is no direct involvement of the bone or muscle. This is the ninth reported case of a Castleman's tumor occurring in the posterior mediastinurn. Two other reports have described rib erosions and reactive scler~sis.~.~ This is important as it indicates that the position of a tumor in relation to bone determines the secondary osseous change rather than the histology of the neoplasm. As now recorded, three of nine posterior mediastinal Castleman's tumors have produced rib erosions as is commonly associated with tumors of neural origin.
Because of the rarity of these tumors, they are usually mistaken for another benign tumor which more commonly arises in a similar location. Hence, anterior mediastinal involvement may be called thymoma while posterior mediastinal masses are called neural tumors.
